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COMPLAINT INVESTIGATION FORM 


if there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veferinarian/CVT: Ww ee 
Premise Name: SARI Val Awrmal Hesp taf 
Premise Address: 26 0 o.SAR (Ya { Ave 


sine Pome State: _A Z- lip Code:_ 395 33% 
Telephone: 623-234 - 22 ¥3 


B. INFORMATION REGARDING THE INEIVIDUD FILING COMPLAINT*: 


ell Telephory 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


C. PATIENT INFORMATION (1): 


Name: Echo Nee oe a eS a es EE a eee 


i 


_Swinateu 
(p sex:_ Few le Color: Black Wh che. 


PATIENT INFORMATION (2): 

Name: 

Breed /Species: 

Age: ; Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please.provide the name, address and phone number for each veterinarian. 


AT hew 
eee Pein Hosp ita a & 1200 msg 


G40 SS. Ssaval Ave 
Foedyeair, 2 6F23F ga- 234 223 


E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness-that has 


direct knowledge regarding this case. 


Unknow! 1 


Attestation of Person Requesting investigation 


By signing this form, | declare that the information contained herein is true 
and:accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 
investigation of this case. 


Signature: 


Date: 1A. BB Of. e Z 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 
On October 19, 2021, | brought my dog to the vet because she had an infection on her 
back. She (Echo) is a small minature Shih Tzu@yeas old. 
The vet looked at it arid said he would prescribe antibotics. When he took her into the 
back room he shaved her and then said it was a deep infected cyst and would require 
surgery. 
Two hours later he called to say she had a reaction to the anesthesia and they were 
performing CPR. When we arrived at the vet he told us that she had passed. When we 
asked what happened, he said the procedure was successful but when the carried her to - 
recovery they noticed she was having problems. From what | gathered the did not have 
an IV in her prior the operation because he said they couldn't find her veins and they had 
to try and give her meds through her mouth. It didn't work. 
The did not do any blood work prior to the operation, she did have lunch although he 
said she didn't vomit. They never asked about any prior operations involving the use of 
anesthesia . 
I'm sure if they had the IV in her prior to operation they could havésaved:her? 
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January 24, 2022 


Ref # 22-61 


Echo, a 6-year-old Shih Tzu, presented on October 19" 2021 for a matted, ruptured cyst on the back. No 
other abnormalities were found on physical exam to preclude sedation. Initial plan was to clip and clean 
the area,-prescribe antibiotics and allow to heal on its own. After shaving the area to better visualize the 
issue, appeared to be a ruptured cyst. Discussed with the owner that this may be a reoccurring issue, 
and recommended sedated removal of the cyst. Treatment plan was presented to the owner, 
hospitalization and sedation consent forms (including pre-sedation bloodwork, IV catheter; and IV fluids) 
were discussed and signed by the owner. Pre-sedation bloodwork, IV catheter, and IV fluids were all 
declined. The patient was then sedated for the procedure. 


While preparing Echo for surgery (sterile preparation of surgical site, ECG leads placed, rectal 
thermometer placed), she was still trying to moving around on the surgery table. This signified to me 
that the sedation was too light. | administered propofol IV to achieve adequate sedation to finish the 
procedure. The remainder of the procedure and monitoring were uneventful. 


While placing Echo in her recovery kennel, | was unable to ascult a heartbeat. Echo was immediately 
returned to the surgery table, CPR was started, patient was intubated, and we began attempting to 
place an IV catheter. We were unable to place an IV catheter, therefore administered epinephrine via 
intratracheal route attempting to reverse the cardiac arrest. Our attempts to resuscitate the patient 
were ineffective. At this point, | called the owners to update them on the situation and advised them to 
return to the hospital. | discussed the situation with both owners, Nick and Karen, and extended my 
condolences when they arrived. | theorized this was an unfortunate but severe reaction to anesthesia.. 
The patient was sent to Midwestern for a necropsy to investigate if there were any underlying issues or 
abnormalities. Multiple voicemails were left with the owners to discuss the necropsy report when it 
arrived. The owners did not return my calls. 


Unfortunately the necropsy did not confirm a specific cause for this sudden, unexpected 
sedation/anesthesia reaction. 


Dr. Matthew Reed 


VICTORIA WHITMORE. 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) ¢ FAX (602) 364-1039 


VETBOARD.AZ.GOV 
INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, DVM - Absent 
Christina Tran, DVM 
Carolyn Ratajack = Acting Chair 
Jarrod Butler, DVM 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT - Investigations 
Marc Harris, Assistant Attorney General 


RE: Case: 22-61 
Complainant(s): Nicholas Maiale 
Respondent(s}: Matthew Reed, D.V.M. (License: 7280) 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 12/30/21 Laws as Amended August 2018 
Committee Discussion: 5/3/22 (Lime Green); Rules as Revised September 
Board IIR: 6/15/22 2013 (Yellow). 


On October 19, 2021, “Echo,” a 6 year-old female Shih Tzu was presented to Respondent to 
have a cyst near the dog's tail evaluated. Respondent shaved the area; the cyst was ruptured 


therefore he recommended sedated removal of the cyst that day. 


The dog was sedated and the cyst was removed. While placing the dog into the recovery 
kennel, Respondent was unable to auscult a heartbeat: CPR was initiated but was unsuccessful. 
Complainant was notified and the dog's remains were sent to Midwestern University for a 


necropsy. 


Complainant was noticed and appeared. 
Respondent was noticed and appeared with attorney David Stoll. 


The Committee reviewed medical records, testimony, and other documentation as described below: 
e Compiainant(s) narrative: Nicholas Maiale 
e Respondeni(s) narrative/medical record: Matthew Reed, DVM 


22-61, MATTHEW REED, DVM 


PROPOSED ‘FINDINGS of FACT’: 


1. On October 19, 2021, the dog was presented to Respondent to have a cyst near the tail 
evaluated. Upon exam, the dog had a weight = 8.55 pounds, a temperature = 97 degrees (ear 
thermometer), heart rate = 140bpm, and a respiration rate = 36rpom; BAR. Respondent stated 
that the initial plan was to clip and clean the area, prescribe antibiotics and allow it to heal on 
its own. However, after shaving the area, Respondent noted the cyst was ruptured. He discussed 
his findings with Complainant and explained that this could be a recurring issue. It was 
recommended the dog be sedated and the cyst removed. Complainant agreed. 


2. Complainant completed the hospitalization consent as well as the sedation consent form. 
Pre-surgical blood work and IV catheter and fluids were declined on the form. Complainant 
stated that he did not decline either the pre-surgical blood work or the IV catheter placement 
and claims the electronic signatures on the authorization forms were not his. 


3. The dog was sedated with dexmedetomidine 0.05mL IM and buprenorphine 0.15mL IM. 
Respondent stated that while preparing the dog for surgery, the dog was trying to move around 
on the surgery table therefore propofol was administered IV —2mLs to effect, then 0.5mLs, then 
another ImL. 


4, An elliptical incision was made around the cyst with a radio-surgical unit — cyst was removed 
from the underlying tissue using metzenbaum scissors — incision was closed with 2-0 monocryl. 
The dog was administered Rimadyl 0.35mL SQ. While moving the dog into recovery, Respondent 
was not able to ausculf a heartbeat nor was the dog breathing. CPR was started. An IV 
catheter was unable to be placed; the dog was intubated and a dose of epinephrine was 
given via the endotracheal tube. CPR efforts were unsuccessful and the dog passed away. 


5. Respondent contacted Complainant to advise him of what transpired. The dog's remains 
were submitted to Midwestern University for a necropsy. Results: 


Final Diagnosis: 

1) Oral cavity, 101, 104, and 204: Periodontitis and alveolitis with mobile teeth (gross diagnosis) 

2) Respiratory system: Stenotic nares, unilateral everted laryngeal saccule, dorsoventral tracheal collapse 
(gross diagnosis) 

3) Left forelimb, cranial, antebrachium, perivenous: Hemorrhage, subcutis/muscle, regionally extensive, 
acute (gross diagnosis) 

4) Uterus: Uterine horns, left and right, retained without ovaries (gross diagnosis) 

5) Cerebrum, right hemisphere: Hemorrhage, multifocal, mild, acute 

6) Heart, mitral valve: Endocardiosis, multifocal, mild, chronic (gross diagnosis) 


Comment: 

Postmortem examination of this 6-year-old female dog that died during sedation/anesthesia did not reveal 
any underlying disease processes that may have predisposed to death other than noting breed specific 
changes to the upper respiratory system that may have increased risk of hypoventilation or resistance to 
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22-61, MATTHEW REED, DVM 


ventilation. The patient was brachycephalic with stenotic nares and had a unilateral everted laryngeal saccule, 
as well as diffuse dorsoventral flattening of the trachea (tracheal collapse). 


The clinical history indicates that the patient received a combination of buprenorphine, dexmedetomidine, 
and intravenous propofol and that vitals were normal during the procedure. Was the patient intubated and 
did the patient have an intravenous catheter during the procedure? The clinical history mentions placement 
of an ET tube during resuscitation attempts and upon submission for postmortem examination, the patient 
did not have an in-dwelling intravenous catheter, but there was evidence of subcutaneous hemorrhage of the 
left antebrachium indicating regional venipuncture (successful and/or attempts). 


The right thigh surgical site (ruptured cyst removal) was grossly unremarkable, the wound was sutured closed, 
and there was no evidence of prominent associated hemorrhage. The only significant antemortem pathology 
was dental disease (periodontitis and loose teeth). Otherwise, the lungs, brain, and heart were grossly and 
histologically unremarkable. There was mild mitral valve endocardiosis deemed of low significance. A few 
areas in some lung sections had mild alveolar hemorrhage which is attributed to CPR attempts and one 
section had mixed bacteria without inflammatory response, likely representing perimortem contamination. 
The right cerebral hemisphere had a few mild acute hemorrhages, also likely related to CPR attempts. 


This spayed female did have residual bilateral uterine horns (tissue not completely excised during the 
OVH), but both ovaries were removed. 


6. Complainant stated that if the dog had an IV catheter placed prior to the procedure, the 
dog's life could have been saved. Additionally, the dog's airway was not protected since she 
was not intubated. 


7. Respondent suspected the dog had a reaction to the anesthesia. When the results of the 
necropsy returned, he attempted to call Complainant multiple times -— his calls were not 
returned. 


8. Complainant stated he had requested a copy of the dog's medical records. He received his 
other dog's records via email but “Echo’s" were not provided. 


9. On April 18, 2022, Complainant contacted the Board's office to report he had not been given 
a copy of the dog's medical records when requested a couple months prior. Board staff helped 
facilitate getting a copy of the dog's medical records to Complainant. 


COMMITTEE DISCUSSION: 


The Committee discussed concerns that this was a brachycephalic breed with stenotic nares 
and the dog was not provided with enough support during the procedure to remove the cyst. 
The dog was not intubated to assist with the dog's breathing and ensure the dog was at an 
appropriate level of anesthesia. Multiple doses of propofol had to be administered and no IV 
catheter was placed in advance. 


There were concerns that there was not clarity on if the pet owner signed the consent form for 
surgery and checked the box that he did not want pre-surgical blood work or an IV catheter. 
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There were different versions of the story; the medical records indicate that someone marked 
the boxes that blood work and an IV catheter were declined. The Committee also had issues 
with the medical records not being provided timely. 


The cyst was not expected to be removed that day at presentation and was not an 
emergency. Even if Complainant did decline pre-surgical blood work and IV catheter, the 
Committee questioned if it was still wise to proceed with the procedure. Ultimately, it is the 
veterinarian's responsibility to determine what is in the best interest of the patient despite the 
pet owner declining services. 


Additionally, it was stated that some medications were given that were not noted in the 
medical record; however, one dose of epinephrine would likely not be sufficient enough to 
resuscitate the dog. Supposedly there were multiple attempts were made to place an IV 
catheter but the necropsy report only supports one leg was attempted. The Committee did 
not feel there was a lot of effort put in place to prevent this situation from happening. 


There was discussion that the signatures were electronic and do not all look the same — which 
seems to be common. One party is saying that they did not decline services while the other is 
saying the pet owner checked off the boxes declining blood work and IV catheter. 
COMMITTEE'S PROPOSED CONCLUSIONS of LAW: 
The Commitiee concluded that possible violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 

Motion: it was moved and seconded the Board find: 

ARS § 32-2232 (11) Gross negligence; for failure to intubate the dog, administer general 

anesthesia, and place an IV catheter prior to the procedure which caused unnecessary 


suffering or death; and 


ARS § 32-2232 (18) as it relates to AAC R3-11-501 (8) for failure to provide copies of the 
dog's medical records within 10 days from the animal owner's request. 


Vote: The motion was approved with a vote of 4 to 0. 


The information contained in this report was obtained from the case file, which includes the 
complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 
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Tracy A. Riendeau, CVT 
Investigative Division 
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BEFORE THE ARIZONA STATE VETERINARY MEDICAL 
EXAMINING BOARD 
IN THE MATTER OF: ) CASE NO.: 22-61 
FINDINGS OF FACT, 
HOLDER OF LICENSE No. 7280 ) CONCLUSIONS OF LAW 
) AND ORDER 
FOR THE PRACTICE OF VETERINARY 
MEDICINE IN THE STATE OF ARIZONA, 
RESPONDENT. 

The Arizona State Veterinary Medical Examining Board ("Board") 
considered this matter at its public: meeting on July 20, 2022. Matthew Reed, 
DVM (“Respondent”) appeared on his own behalf for an Informal Interview and 
was represented ‘by attorney, David Stoll, that was held pursuant to the 
authority vested in the Board by A.R.S. § 32-2234(A}. After due consideration of 
the evidence, the arguments and the applicable law, the Board voted to issue 
the following Findings of Fact, Conclusions of Law and Order ("Order"). 

FINDINGS OF FACT 

1. Respondent is ihe holder of License No. 7280 and is therefore authorized 
to practice the profession of veterinary medicine in the State of Arizona. 

2. On October 19, 2021, “Echo,” a 6 year-old female Shih Tzu was presented 
fo Respondent to have a cyst near the tail evaluated. Respondent stated that 
the initial plan was to clip and clean the area, prescribe antibiotics and allow it 
to heal on its own. However, after shaving the area, Respondent noted the cyst 
was ruptured. He discussed his findings with Complainant and explained that 
this could be a recurring issue. It was recommended the dog be sedated and 


the cyst removed. Complainant agreed. 
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3. Complainant completed the hospitalization and sedation consent forms. 
Pre-surgical blood work and IV catheter and fluids were declined on the form. 
Complainant contended that he did not decline either the pre-surgical blood 
work or the IV catheter placement. 

4, The dog was sedated with dexmedetomidine and buprenorphine. 
Respondent stated that while preparing the dog for surgery, the dog was trying 
fo move around on the surgery table therefore propofol was administered 
intravenously. No IV catheter was placed nor was the dog intubated for the 
procedure. 

5. An elliptical incision was made around the cyst. A radio-surgical unit — 
cyst was removed from the underlying tissue using metzenbaum scissors — 
incision was closed. The dog was administered Rimadyl 0.35mL SQ. While 
moving the dog into recovery, Respondent was not able to auscult a hearibeat 
nor was the dog breathing. CPR was started. An IV catheter was unable to be 
placed; the dog was intubated and a dose of epinephrine was given via the 
endotracheal tube. CPR efforts were unsuccessful and the dog passed away. 

6. A necropsy was performed and did not reveal any underlying disease 
processes that may have predisposed the dog to death other than noting 
breed specific changes related to the upper respiratory changes that may 
have increased the risk of hypoventilation or resistance to ventilation. The dog 
was brachycephalic with stenotic nares, had unilateral everted laryngeal 
saccules, and diffuse dorsoventral flattening of the trachea. 

7. Respondent suspected the dog had a reaction to the anesthesia. When 
the results of the necropsy returned, he attempted to call Complainant multiple 


times — his calls were not returned. 
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8. Because the dog was a high risk brachycephalic breed, the Board 
concluded that Respondent's conduct fell below the standard of care when 
he failed to intubate the dog while sedated for a surgical procedure. 

CONCLUSIONS OF LAW 

9. The conduct and circumstances described in the Findings of Fact above, 
constitutes a violation of A.R.S. § 32-2232 (11) Gross negligence: failure to 
intubate a brachycephalic pet while sedated for a surgical procedure. 

ORDER 

Based upon the foregoing Findings of Fact and Conclusions of Law it is 
ORDERED that Respondent's License, No. 7280 be placed on PROBATION for a 
period of one year, subject to the following terms and conditions that shall be 
completed within the Probationary period. These requirements include six (6) 
total hours of continuing education (CE) detailed below: 

1. IT 1S ORDERED THAT Respondent shall provide written proof satisfactory to 
the Board that he has completed three (3) hours of continuing education (CE); 
hours earned in compliance with this order shall not be used for licensure 
renewal. Respondent shall satisfy these three (3) hours by attending CE in the 
area of anesthesia. Respondent shall submit written verification of attendance 
to the Board for approval. 

2. IT IS ORDERED THAT Respondent shall provide written proof satisfactory to 
the Board that he has éompleied three (3) hours of continuing education (CE); 
hours earned in compliance with this order shall not be used for licensure 
renewal. Respondent shall satisfy these three (3) hours by attending CE in the 
area of brachycephalic disease syndrome. Respondent shall submit written 


verification of attendance to the Board for approval. 
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3. All continuing education to be completed for this Order shall be pre- 
approved by the Board. Respondent shall submit to the Board a written outline 
regarding how he plans to satisfy the requirements in paragraph | and 2 for its 
approval within sixty (60) days of the effective date of this Order. The outline 
shall include CE course details including, name, provider, date(s), hours of CE to 
be earned, and a brief course summary. 

4. Respondent shall obey all federal, state and local laws/rules governing 
the practice of veterinary medicine in this state. 

5. Respondent shall bear all costs of complying with this Order. 

6. This Order is conclusive evidence of the matters described and may be 
considered by the Board in determining an appropriate sanction in the event a 
subsequent violation occurs. In the event Respondent violates any term of this 
Order, the Board may, after opportunity for Informal Interview or Formal 
Hearing, take any other appropriate disciplinary action authorized by law, 
including suspension or revocation of Respondent's license. 

NOTICE OF APPEAL RIGHTS 

Respondent is hereby notified that he has the right to request a-rehearing 
or review of the Order by filing a motion with the Board's Executive Director 
within 30 days after service of this Order. Service of the Order is effective five 
days after the date of mailing to Respondent. See A.R.S. § 41-1092.09. The 
motion must set forth legally sufficient reasons for granting a rehearing or 
review. A.A.C, R3-11-904. If a motion for rehearing or review is not filed, the 
Board's Order becomes final 35 days after it is mailed to Respondent. 
Respondent is further notified that failure to file a motion for rehearing or review 
has the effect of prohibiting judicial review of the Order, according to A.R.S. § 


41-1092.09(B) and A.R.S. § 12-904, et seq. 
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Dated this 2qt* day of August _, 2022. 


Arizona State Veterinary Medical Examining Board 
Jessica Creager, Chairperson 


By: Ti hee 


Victoria Whitmore, Executive Director 


Original of the foregoing filed this 2q" day of Buuat , 2022 
with the: 


Arizona State Veterinary 
Medical Examining Board 
1740 W. Adams St., Ste. 4600 
Phoenix, Arizona 85007 


Copy of jhe foregoing sent by certified, return receipt mail 
this day of uguet , 2022 to: 


Matthew Reed, DVM 
Address on file 
Respondent 


Copy of the foregoing sent by regular mail 
this_ 29" day of Leto _, 2022 to: 
David Stoll, Esq. 

Beaugureau, Hancock, Stoll.and Schwartz, PC 
302 E. Coronado Rd 

Phoenix, Arizona 85004 


Board Staff 
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VICTORIA WHITMORE 
EXECUTIVE DIRECTOR © 


DOUGLAS. A DUCEY 
GOVERNOR 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) * FAX (602) 364-1039 
VETBOARD.AZ.GOV 


IN ACCORDANCE WITH § A.R.S. 32-2237(D): “IF THE BOARD REJECTS ANY RECOMMENDATION CONTAINED IN-A 
REPORT OF THE INVESTIGATIVE COMMITTEE, IT SHALL DOCUMENT THE REASONS FOR ITS DECISION IN WRITING.” 


At the July 20, 2022 meéting of the Arizona State Veterinary Medical Examining Board, the Board 
conducted an Informal interview in Case 22-61, In Re: Matthew Reed, DVM. 


Thé Board considered the Investigative Committee Findings of Fact, Conclusions of Law, and 
Recommended Disposition: 


* ARS § 32-2232 (1.1) Gross negligence; for failure to intubate the dog, administer general 
anesthesia, and place an IV catheter prior to the procedure which caused 
unnecessary suffering or death; and 


% ARS § 32-2232 (18) as it relates to AAC R3-11-501 (8) for failure to provide copies of the 
dog's medical records within 10 days from the animal owner's request. 


Following the informal interview with:Respondent, the Board had concems with Respondent's 
conduct and voted to modify the Investigative Committee's recommendation finding Dr. Reed 
in violation of ARS § 32-2232 (11) Gross negligence: failure to intubate a brachycephalic pet 
(while sedated for a surgical procedure). 


The Board did not agree with the Investigative Committee’s second recommendation with 
respect to providing medical records timely, thus did not find Dr. Reed in violation of ARS § 32- 
2232 (18) ds if relates to AAC R3-11-501 (8). 


Respectfully submitted this [Ft day of (Duguot , 2022. 


Arizona State Veterinary Medical Examining Board 


me Creager, Chair 


